We report a patient with Buerger's disease (BD) who showed painful nodular erythema with livedo reticularis as an initial symptom. The patient developed this cutaneous manifestation in both lower extremities, and a skin biopsy demonstrated perivascular infiltration of mononuclear cells in the border zone between the dermis and subcutaneous tissue. Both nodular erythema and livedo reticularis were successfully treated with oral prednisolone, but both feet developed necrosis with ulcerations and had to be amputated 1.5 years later because of acute gangrene. Histopathology of the amputated tissue showed acute inflammation and multiple thrombi with recanalization in the posterior tibial arteries, leading to a diagnosis of BD. This disease should be considered as a possible diagnosis in refractory patients with nodular erythema and livedo reticularis, particularly when ulcerations and necrosis rapidly worsen.
Introduction
Buerger's disease (BD, thromboangitis obliterans) is a peripheral vascular disorder characterized clinically by progressive necrosis ascribed to ischemia in the extremities, particularly in the distal parts, and pathologically by segmental formation of thrombi with acute and chronic inflammation in intermediate and small arteries (1, 2) . As this disease occurs preferentially in male heavy smokers, the carbon monoxide in cigarette smoke is considered to play an important role in the pathogenesis, although the precise mechanisms remain unclear (1) (2) (3) . Migrating phlebitis is often seen in patients with BD (1, 4, 5) , but other cutaneous manifestations are very rare (6) . Here, we report a patient with BD who showed nodular erythema with livedo reticularis in both legs as an initial symptom. Oral prednisolone was effective for this skin manifestation, but both feet gradually showed necrosis and ulcerations due to ischemia and required amputation 1.5 years later despite intensive administration of vasodilators. We suggest that BD should be considered as a possible diagnosis in refractory patients with nodular erythema and livedo reticularis, particularly when ischemic lesions suggestive of involvement of intermediate arteries are present.
Case report
A 33-year-old male smoker (30 cigarettes/day for 15 years) suddenly developed painful nodular erythema and livedo reticularis in both lower extremities with no precipitating cause, significant family history or habit of alcohol intake. When he visited our hospital, laboratory tests demonstrated no increase in inflammatory reactions, including C-reactive protein (CRP) and white blood cells (WBC). A skin biopsy showed perivascular infiltration of mononuclear cells predominantly in venules around the border zone between the dermis and subcutaneous tissue (Fig. 1A) , occasionally with involvement of the neighboring arterioles (Figs. 1B, C and D) . There was neither fibrinoid necrosis nor a granulomatous lesion. These skin symptoms were successfully treated with oral prednisolone at a dose of 20 mg/day and non-steroidal anti-inflammatory drugs (NSAIDs). Three months later the patient developed an ulcer on his left elbow and purplish bullous lesions with severe pain in the second and third toes of the left foot while tapering oral prednisolone. Painful bullous lesions soon developed in the other foot also, and these symptoms fluctuated in parallel with inflammatory reactions in his serum despite an increased dose of oral prednisolone and coadministration of vasodilators, such as prostaglandin and vitamin E (Fig. 2) .
At the age of 35 he suddenly became unable to walk because of severe pain in both feet 3 months after the development of intermittent claudication, and was admitted to our hospital. Physical examination showed gangrene of the toes, several ulcers with pyorrhea in both legs ( 
